The value of an anaesthetic attachment during the first two postgraduate years is considered under three major headings, the value to the recent graduate, the value to the specialty, and the value to the community.
INTRODUCTION
The majority of doctors begin to learn their craft after graduation, rather than before, and the experiences of the first two postgraduate years play a decisive role in determining subsequent development and orientation. During these years of clinical practice in a hospital, the doctor is allocated, for a variable time, to different specialties and these attachments have both a hospital service and training component.
The value of attachment to a department of anaesthesia during these years will be discussed under three major headings:
i. The value to the recent graduate, ii. The value to the specialty of anaesthesia, iii. The value to the community.
i. The value to the recent graduate
Confidence in rapid evaluation and diagnosis followed by immediate initial treatment, together with the acquisition of certain simple technical skills is the unique learning experience which anaesthesia offers, and which is not continuously available in any other field. There can be no doubt that adequate exposure to active anaesthetic practice will improve the confidence with which a young doctor will manage acute medical and surgical problems. These problems are not confined to hospitals, and every doctor should feel competent when faced with a convulsing epileptic patient or an unconscious victim of a road accident. The widespread enthusiasm for training a wide variety of nonmedical personnel to manage cardio-respiratory resuscitation successfully, emphasizes the need for all doctors to become proficient.
The confidence attained reflects the acquisition of certain simple technical skills and the opportunity to practice them frequently. The overcrowding of the undergraduate course, with the emphasis on group instruction, means that new graduates are desperately short of practical experience. Many of the objectives of the undergraduate attachment to anaesthetics, recently reviewed by Baker (1974) , need to be repeated in the postgraduate attachment, but this time with supervision on a one-to-one basis. The skills which should be acquired include:
(a) Management of the airway No one will dispute that every doctor should know how to manage the airway. The anaesthetist is best suited to teach this, and it is best taught with an anaesthetized patient. Airway management extends to include an understanding of oxygenation and ventilation.
(b) Administration of potent drugs medicine outside the operating room. The first step was the impro\'ement in patient care produced by anaesthetists' involvement with resuscitation teams, and it follO\\"s that anaesthetists should take on the responsibility of continuing education in this field, aiming for uni,'ersal excellence"
Anaesthesia proyides a link between pharmacology, physiology, and acute illness. Drugs are usually injected intravenousl y, ti tra ting dose against effect.
This deYClops obsen'ational acumen and demands a knowledge of the basic sciences.
(c) Admillistration offluids (e) The managemeJlt of paiJl This starts with the acquisition of skill with needles, and encompasses the whole field of fluid and electrolyte balance, together with an understanding of circulatory responses to haemorrhage and drug therapy.
The traditional interest of the anaesthetist in the management of acute pain has progressed into the field of chronic pain. The undergraduate often has little or no experience in the management of pain, and this most important part of patient care is usually relegated to the new graduate with little guidance. Anaesthesia has here the opportunity for making a very worthwhile contribution to postgraduate education.
A notable feature of the growth and deyelopment of the specialty of anaesthesia has been the interest taken in acute Gray (1967) , but it is rarely achieved. Because of an overall shortage of anaesthetists, some young graduates will be called upon to administer anaesthetics for simple surgery, often in a rural setting. Few recent graduates will be confident that they are able to perform this function safely. Attachment to an anaesthetic department automatically leads to the practice of general anaesthesia, and the immediate impact of this exposure on the new graduate should bring an awareness of the dangers and of his limitations. Some will be inclined to acquire sufficient proficiency to be safe, without wishing to proceed to specialist training. Interested graduates can rapidly develop expertise in many of the simpler regional nerve blocks, which only require a limited knowledge of anatomy.
In essence the postgraduate attachment is a natural sequel to the undergraduate anaesthetic programme, and the combined programmes are summarized in Table 1. ii. Value to the specially oJ anaesthesia
The practising anaesthetist is tempted to think of himself as a recruiting agent because of his desire to interest new graduates in his own specialty as early as possible in their careers. As might be expected, working with anaesthetists in a one-to-one relationship is associated with positive attitudes to the specialty (Bruhn, Epstein and Burnap 1973) . There is a shortage of data to indicate how and when anaesthetists have been attracted to the specialty. This prompted a survey of members of the Kew Zealand Society of Anaesthetists (Table 2) .
About 72% of the anaesthetists who replied were Kew Zealand graduates and the bulk of the remainder (20%) graduated in the enited Kingdom. Interest in the specialty was established by the end of the House Surgeon years in 74%, highlighting the importance of the undergraduate and immediate postgraduate period. This latter period appeared crucial, as 53% indicated this as the time when interest in the specialty developed, particularly amongst New Zealand graduates. Thus exposure to the specialty in the early postgraduate years seems vital for continuing recruitment to the specialty.
iii. Value to the Community
The family doctor has been expected to be competent in many fields, including the safe administration of a general anaesthetic. This omniscience is now considered an anachronism, and time has seen the evolution of the art of anaesthesia into a scientifically based specialty with trained medical graduates providing all anaesthetic services. Because of staff shortages, non-specialist" practitioner-anaesthetists" have played and are playing a considerable supportive role in district general hospitals, as well as being responsible for anaesthetic services at smaller community hospitals. In some circumstances at smaller hospitals, usually in a rural environment, house surgeons are required to administer general anaesthetics.
It is in the best interest of the community and of the specialty that a minimum standard of competence be demanded of those who administer anaesthetics. The report of the Special Committee Investigating Deaths under Anaesthesia between 1960 and 1968 in New South Wales (Holland 1970) confirmed that anaesthetic mortality is higher in emergency work, and indicated a preponderance of deaths amongst the emergency cases when the anaesthetist was not a specialist or specialist-trainee. The incidence of anaesthesia related deaths declined significantly towards the end of the period investigated, concurrent with a greatly increased postgraduate educational effort. It is clearly of benefit to the community that every effort be made to ensure that doctors administering anaesthetics are able to function safely and confidently, particularly in the demanding circumstances of emergency work. What is less clear is how this level of competence should be achieved, and how it should be measured.
The non-specialist community-based physician can start medical practice after completing one year postgraduation but often waits another year or more. If the new graduate is to become a practitioner anaesthetist, then the necessary skills must be developed within the first two or three years following graduation. \re consider that a minimum period of three months, and better still six months, as a trainee attached to an active anaesthetic department with specialist supervision could ensure an adequate level of technical skill and factual knowledge. A satisfactory level of competence could be confirmed by examination and the granting of accreditation in Anaesthetics. Universities already accept responsibility for courses and 'z I VK I O<h" I:<z HK 1 0th" NZ VI< ou." NZ UI< Oili" NZ VI< OH", ~Z UI< Oth" ~Z VK Oth" NOTE: In answer to the interest question many of the returns (26%) stipulated more than one answer. In these cases the number of answers were divided and the fraction of one given to each section. Thus the total still equals 160. The 1. 2 test assumes that there was an equal chance of interest being initiated by the first four categories. The goal of the programme would require precise definition. It is of prime importance that possession of such accreditation should not permit specialist practice. The development of specialist examinations was the first essential step in obtaining parity for Anaesthesia with the other major specialties, and this position must not be eroded. The status of this accreditation would be confirmed if Departments of Health directed that it was essential before medical practitioners administered anaesthetics without supervision. There is evidence to show that such postgraduate education in anaesthesia results in improved safety for patients (Editorial 1970 , Holland 1970 .
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